Ca8e I.-Mrs. E. S., aged 50. Carcinoma series No. 246. She was a multipara with eight children, the last born twelve years ago; two of the labours were instrumental, and there were no abortions. Eight years previously subtotal hysterectomy had been performed for a fibromyoma.
For a year she had suffered from vaginal discharge followed six months later by pelvic pain, while irregular vaginal heemorrhage had occurred for the last three months. Loss of appetite had developed with constipation, while she had become thinner during the previous three months. I II Diagram to indicate the position of the carcinoma in Cases I and II described in the text.
On examination, the general condition was fair. The vagina was fully occupied by a soft fungating friable growth, and as further investigation was not called for at this stage the condition was regarded as a cauliflower carcinoma developing from the stump of the cervix left at subtotal hysterectomy. Subsequent exploration under ansesthesia, however, showed the cervix to be eroded but not involved in the growth, which was now found to be arising from the posterior vaginal wall about its middle part. On digital manipulation the whole mass came away, and a curious feature of the case was that there was little or no resulting hemorrhage, while the site of origin was left practically clear, with very little induration. A localized raw area was the only sign that any vaginal growth had ever been present.
Microscopical examination of the tumour-Section 5,381-showed typical adenocarcinoma. The appearance was of fairly rapid growth, so that, while definite acinous formation was frequently seen, irregular masses of carcinoma cells with only partial glandular formation were common. Mitotic figures were plentiful, and the stroma was scanty.
Seventy mgm. of radium were inserted, rolled up in gauze, into the vagina for twentyfour hours-1,680 mgm. el. hours-and under observation the symptoms disappeared and the vagina remained clear for twelve months. Re-examination at this time, however, showed practically a reproduction of the condition as orginally seen; the growth was easily remov ed digitally as before; the same lack of local infiltration was present, and the microscopic picture was as previously described.
A stronger application of radium was now given-150 mgm. again wrapped in gauze and for forty-eight hours, 7,200 mgm. el. hours-and up to the present there has been no recurrence of the growth.
A few weeks ago-twenty months after first being seen-she came to hospital complaining of rectal hiemorrhage, and examination at this time showed some adhesive vaginitis but no clinical sign of return of the growth. The adhesions were broken down and the vagina canalized. Rectal examination showed an ulcer on the anterior wall; this was not indurated or surrounded by infiltration and was regarded as a radiation ulcer. On treatment by rectal lavage this condition is now rapidly clearing up.
Case I1.-Mrs. T., aged 48 years. Carcinoma series No. 326. Nulliparous. For some reason which could not be ascertained, double oophorectomy had been performned about twenty years ago. The history was of vaginal hEemorrhage of five months' duration, worse on straining, with yellow discharge and low pelvic pain of similar duration. There was slight constipation, but there were no bladder symptoms, while the general condition was good and there was no loss of weight or asthenia.
Pelvic examination showed the vagina almost completely filled with a large, friable, fleshy mass which, under anesthesia, was found to arise from the posterior vaginal wall just behind the cervix which itself was nulliparous and free, while the uterus was felt on exploration as a small mobile organ one inch and a half long.
As in the previous case, the tumour was easily removed digitally, leaving what looked like a sharply circumscribed hole in the vaginal mucosa of the posterior fornix. Bleeding from this area was slight, and again induration or infiltration was practically nil.
Microscopic section of the material removed-No. 6,836-showed clearly marked adenocarcinoma, the appearance of the section closely resembling that in the previous case.
Eighty-eight mgm. of radium in two bullets were inserted into the gap in the vaginal mucosa, and retained there by packing for thirty hours, thus giving 2,640 mgm. el. hrs. The result, so far, has been satisfactory, and on re-examination a few days ago only a puckered scar was found in the posterior fornix, with no bleeding or sign of recurrence, but as the case came under observation only four months ago, the ultimate reaction to treatment cannot as yet be judged.
It is generally admitted that primary cancer of the vagina is rare, and adenocarcinoma particularly rare, but it would seem fair to assume that the two cases reported represent examples of the latter condition. This assumption rests largely on the absence of any other obvious primary focus.
In the first case the indication for hysterectomy was stated to be a "simple tumour of the womb" and this was supported by the fact that the operation was subtotal. Again, the period of seven years between the hysterectomy and the onset of the present symptoms is so long that the present condition is unlikely to be associated with the previous uterine lesion, especially as the cervical stump, the most likely seat of recurrence if the condition were caroinomatous, is now unaffected. In the second case uterine carcinoma has been put out of court by exploration. As she was twenty-eight years of age when double o6phorectomy was performed, carcinoma of these organs is very unlikely and the condition calling for removal was probably inflammatory; again, the long period elapsing since the oophorectomy is against the ovarian lesion having any causative effect on the later developing vaginal condition. As regards malignant metaplasia of a previously existing endometrioma of the recto-vaginal septum, this could hardly develop in the second case twenty years after o6phorectomy while, in the first case, the position of the carcinoma is in a site in which endometrioma is not found.
Of 328 cases of gynacological carcinoma treated by the writers with radium since October, 1922, 267 have been carcinoma of the cervix, 36 carcinoma of the body of the uterus, 13 (including these two cases) primary carcinoma of the vagina, and 12 epithelioma of the vulva, and this incidence of primary vaginal carcinoma-3 9 % in general and 0o55% in the case of adenocarcinoma-is greater than in most similar series of cases.
Gurlt, Roger Williams, Schwarz, Hofmeier, Rhode and others, investigating the frequency of carcinoma of the vagina in large series of collected cases, have found that it occurs in about one in 1,500 cases of gymnscological carcinoma. When it is remembered that almost all of these are cases of epithelioma, it will be appreciated that primary adenocarcinoma in this region is excessively rare. On the other hand, Mary Moench, recently investigating 37 cases of primary carcinoma of the vagina in the Mayo Clinic, found two examples of adenocarcinoma. These were not definitely stated to be primary, however, and the possibility of their origin from a pre-existing endometrioma of the recto-vaginal septum is discussed.
In discussing the Eetiology of the condition it has to be remembered that the vagina represents the lower third of the fused Miillerian ducts and, in its lower part, the urogenital sinus. The squamous epithelial lining contains no glands, although an occasional crypt-like depression may have a superficial resemblance to an acinus. In the fornices, however, glandular elements may be found, and these are considered by Veith, Hdhne and Meyer to be misplaced intracervical glands. Again, the remains of Giirtner's duct-Wolffian-may be found in the antero-lateral vaginal wall, and this is lined with columnar or cuboidal epithelium.
It is also of importance to consider what factors, structural or otherwise, may produce or may predispose to the production of carcinoma of the vagina, and in this connection the prolonged wearing of a pessary and the irritation of a completely everted vagina in complete uterine prolapse have been quoted as causes, but neither was operative in the cases recorded. The relative frequency of the condition in the posterior vaginal wall has been explained by Frank as due to the accumulation of macerating discharges in this situation.
An intermediate and presumably pre-carcinomatous condition of the vaginal wall is found in the various cases of adenoma formation which have been reported in this situation from time to time.
As long ago as 1877 von Preuschen reported a condition of this kind where mucous secreting glands were found scattered throughout the vagina and opening on to the surface. In 1910 Bonnev and Glendinning described a similar condition of diffuse adenomatosis of the vagina which they considered to be due to potential glandforming powers possessed by the vaginal epithelium, and that this power had lain dormant until activated by an excitant. Immediately after this, in 1911, Haultain published a similar case which he had followed for fifteen years and which, finally, showed signs of transition to adenocarcinoma. Herbert Spencer in 1923 described a condition of adenoma of the anterior vaginal fornix. The condition resembled carcinoma of the cervix at the first examination, but later it was found to be clear of the cervix and adenomatous.
From these considerations the origin of the adenocarcinoma in the cases reported does not appear to be Wolffian, as the structure was not merely columnar-celled but definitely adenocarcinomatous, and as they were both mfd-line tumours and away from the lateral position of the Wolffian remnants. The most likely seat of origin, at least in the second case, would appear to be aberrant or heterotopic cervical glands which had become incorporated with the surrounding vaginal epithelium. The possibility of its origin being from an endometrioma, especially in the second case, has been discussed and dismissed. The means by which such heterotopic cervical epithelium becomes engrafted on the vagina and the causes which stimulate it to carcinomatous growth are not evident.
The clinical course of vaginal carcinoma is usually rapid and the thinness of the vaginal wall allows early extension to such adjacent organs as the rectum and bladder, so that radical operation is, in a large proportion of cases, out of the 51 1247
